prevalence rates reported are among people who seek treatment for alcohol or drug addiction. National Survey on Drug Use and Health (NSDUH) data show that, among people who reported past-year addiction treatment, annual smoking prevalence for 2000 to 2009 ranged from 67% to 75%. 12 Four million people receive addiction treatment annually, and 2.3 million receive services in specialty addiction programs. 13 If 70% are smokers, 12 then 1.6 million smokers enter such programs annually. Year after year, these settings serve a substantive proportion of the 43.8 million US adult smokers. 5 Despite high rates of tobacco use, only 1 in 5 addiction treatment facilities in the United States has the financial resources to provide tobacco cessation services. 14 Availability of nicotine replacement therapy in addiction programs decreased over 4 years (from 38% to 34%), 15 and 40% of programs providing cessation counseling in 2006 to 2008 later discontinued this service. 16 According to the 2011 National Survey of Substance Abuse Treatment Services (N-SSATS), only half of all addiction treatment programs screen clients for tobacco use. 17 Three fourths of all addiction treatment is provided in the public sector, 18, 19 and regulation and policy setting for these programs are centralized in Single State Agencies for Substance Abuse Services. Such agencies could disseminate tobacco practice guidelines, mandate counselor education on tobacco dependence, 20 or reimburse programs for tobacco-related services. 21 Several state addiction treatment systems have initiated or contemplated tobacco control efforts. 22---24 In July 2008, the New York Office of Alcoholism and Substance Abuse Services (OASAS) mandated smoke-free grounds and treatment of tobacco dependence for patients in addiction treatment. 25 The largest such policy in the United States, it affects approximately 1000 programs, 20 000 staff, and 300 000 annual treatment admissions. Interviewing program administrators before and after the regulation, Brown et al. 26 found increased tobacco screening and cessation services for patients. Surveying patients before and after the policy, another study found that smoking prevalence decreased from 69% to 63% (P < .05) and that tobaccorelated services increased in methadone treatment settings but decreased in residential treatment. 27 Studies assessing clinicians' perspectives on implementation of the OASAS tobacco regulation identified both positive experiences (e.g., increased patient awareness about tobacco abuse) and negative experiences (e.g., enforcement difficulties), 28 coupled with perceived increases in program-level commitment of resources and enforcement efforts over time. 29, 30 Before implementing its tobacco control policy, OASAS included tobacco use status in the patient admission record. The resulting data set permits assessment of the relationships between tobacco use and other factors in statewide addiction treatment samples. By comparison, a review of 42 addiction treatment studies reporting smoking prevalence included sample sizes ranging from 29 to 3472. 12 NSDUH epidemiological data have been used to assess smoking prevalence among people with mental illness, 31 people with concurrent alcohol and illicit drug misuse, 32 and people receiving addictions treatment in the past year. 12 We know of no studies using NSDUH or similar national data sets to explore factors associated with tobacco use in the addiction treatment population. Such data are of interest because tobacco policies in addictions treatment have potential to reduce tobacco use in a population in which use is highest, in which users are concentrated, and in
Objectives. We used admissions data from the New York State addiction treatment system to assess patient self-reported tobacco use and factors associated with tobacco use.
Methods. We compared prevalence of tobacco use in the state addiction treatment system with that of a national sample of people receiving addiction treatment and with that of the New York general population in 2005 to 2008. A random effects logistic model assessed relationships between patient-and program-level variables and tobacco use.
Results. Prevalence of tobacco use in the New York treatment system was similar to that in national addiction treatment data and was 3 to 4 times higher than that in the general population. Co-occurring mental illness, opiate use, methadone treatment, and being a child of a substance-abusing parent were associated with higher rates of tobacco use.
Conclusions. We call on federal leadership to build capacity to address tobacco use in addiction treatment, and we call on state leadership to implement tobacco-free grounds policies in addiction treatment systems. (Am J Public Health. 2015;105:e57-e64. doi:10.2105/AJPH.2014.302096) which the burden of tobacco-related mortality is disproportionate. 33, 34 We used admissions data from the New York State addiction treatment system (OASAS) over a 6-year period to estimate prevalence of tobacco use. Comparison with statewide data reflects how much people enrolled in the New York addiction treatment system may smoke in comparison with all New York State residents. Comparison with NSDUH data reflects how much people enrolled in the New York addiction treatment system may smoke in comparison with a national sample of people receiving addiction treatment. We also assessed how program and patient characteristics may be associated with tobacco use in this population.
METHODS
OASAS is responsible for licensing and regulation of publicly funded addiction treatment programs in New York State. All programs complete an admission form for each patient, creating a patient-level administrative data set. Analyses for this article were performed by OASAS staff to guard against the release of patients' identifying information.
The OASAS tobacco policy was implemented in July 2008. In support of the policy, OASAS added tobacco-related items to admission forms beginning in 2005. In the present analysis, we used OASAS data for the period August 2006 to July 2008 (2 years preceding policy implementation) and August 2008 to July 2012 (4 years after policy implementation), providing a total 6-year observation period.
Inclusion and Exclusion Criteria
Eligible programs were those licensed by OASAS. In 2006 to 2007, 1116 programs reported to OASAS, and for each subsequent 1-year period the number of programs were 1096, 1077, 1042, 1027, and 999. We excluded education and prevention programs, which provide classroom presentations and skill development workshops, and short-term detoxification or crisis---stabilization programs (£ 5 days) because these programs allow little opportunity for tobacco intervention. Programs within jail or prison settings were excluded because tobacco use is not allowed in these settings, and 13 treatment centers were excluded because they implemented tobacco-free status before the rest of the state. We also excluded programs identified as adolescent treatment programs and those with 75% or more of patients younger than 18 years. Although many adolescents in addiction treatment smoke, 35 tobacco-related policies are likely to differ between adolescent and adult programs.
Remaining were 960 programs reporting to OASAS in 2006 to 2007, and for each subsequent 1-year period the number of programs in the analysis were 945, 925, 899, 893, and 874. We excluded records for people younger than 18 years at the time of admission, for those in a jail or prison setting just before admission, and for people who were not the primary patient (e.g., family members). The remaining data reflected admission records for adults aged 18 years and older seeking treatment for their own addiction and in settings in which tobacco use was unrestricted except by the OASAS tobacco policy. Using a unique system identifier attached to each person entering the system, we selected the first admission for each person in each year of study, giving 849 478 unique person admissions across 6 years. 
Patient and Program Characteristics
A brief admission form is completed for each person entering the OASAS treatment system. 36 From among those variables included in the admissions data, we selected demographic variables including age, gender, Hispanic ethnicity (yes or no), race (Asian American, American Indian/Alaska Native/ Pacific Islander, Black, White, other), and primary drug of abuse at admission (alcohol, marijuana, crack or cocaine, opiates, and other drugs). We selected additional variables shown to be related to smoking in previous research, including education, 5 employment status, 37, 38 marital status, 39 mental illness, 40 incarceration, 41 and military service. 42 Education was coded using 4 categories (less than high school, high school, some college, college degree), and employment, marital status, history of mental illness, criminal justice involvement (e.g., parole, probation, alternatives to incarceration), and veteran status were dichotomous. Because some research has identified a history of adverse childhood experiences 43 and primary use of the English language as risk factors for smoking, 44 we also included as variables whether the participant had a substanceabusing parent and whether English was the participant's primary language. Last, we included type of program (e.g., methadone, outpatient, residential) because smoking rates are higher in methadone treatment programs than in other programs 12 and a variable for the
6-year period of observation (2006---2012).

Tobacco Use
In 2006 to 2009, OASAS patients were asked on admission whether they had either smoked (yes or no) or used smokeless tobacco (yes or no) in the past week. From April 2009 on, patients were asked whether they "ever used tobacco (nicotine)," frequency of use in the past month (none, 1---3 times, 1---2 times/ week, 3---6 times/week, daily), and whether use was primarily by smoking or chewing. We coded "any tobacco use in the past week" as use for 2006 to 2009, and we coded "any use in past 30 days" as use from April 2009 onward.
Additional Data Sources
We compared annual prevalence of tobacco use among people in the OASAS system with data derived from NSDUH and from the Centers for Disease Control and Prevention. Following procedures used previously, 12 
Analysis Plan
For 2006 to 2012, we compared annual prevalence rates for self-reported tobacco use drawn from OASAS data with annual prevalence rates for smoking drawn from NSDUH data and Behavioral Risk Factor Surveillance System New York population data. Prevalence rates were graphed over time to enable visual comparison ( Figure 1 ).
We examined patient and program characteristics for all patients included in the study and the percentage of each demographic category who reported tobacco use. Because these are population data, we compared rates of tobacco use (e.g., by gender, ethnicity, employment status) using the C statistic as a measure of effect size (ES) rather than traditional P values.
To identify factors associated with tobacco use, a fixed effects logistic model assessed multivariate adjusted relationships of each variable to tobacco use at admission, in the presence of all other variables. Variables in the model were age, gender, Hispanic ethnicity, race, primary drug, education, employment, marital status, a history of mental illness, criminal justice involvement, veteran status, English as primary language, whether the patient had a substance-abusing parent, program type, and year of admission (when the data were collected). In any year, approximately 30% of OASAS admissions were people who also had an OASAS admission in a prior year. Given this pattern of repeat admissions, the model controlled for repeated measures. Figure 1 shows these proportions graphically. The top line shows that NSDUH estimates for smoking prevalence in any year were 2.4% (2010) to 5% (2007, 2009) higher than tobacco use prevalence in the OASAS data. These differences are small but statistically significant for all years except 2010 (P = .11). The lowest line shows that New York State population smoking rates were far below those seen in either the New York (OASAS) or the national (NSDUH) data. Table 1 Table 1 , we selected for interpretation those with an ES higher than .07, corresponding to an approximate difference in proportion of 8% or more between categories.
RESULTS
Using this guideline, both age (ES = .103) and education (ES = .128) were inversely associated with tobacco use. Those who were employed (ES = .115) or married (ES = .073) had lower rates of tobacco use, whereas those with English as a primary language had higher rates (ES = .089). The primary drug for which the participant sought treatment was associated with tobacco use, such that people using opiates had rates 18.5% higher than those using alcohol (ES = .158). Tobacco use was higher among those with a history of mental illness (ES = .094), those who had a substance-abusing parent (ES = .083), and those in methadone maintenance programs (ES = .113).
Results of a logistic regression predicting tobacco use are summarized in Table 2 . All covariates in the model are shown in the table. For categorical variables, the first category listed was used as the reference category. For dichotomous variables, the reference is people not having the characteristic indicated (e.g., Hispanic ethnicity vs not of Hispanic ethnicity, employed vs not employed). Because of the large sample size, all predictors in the model were significantly associated with tobacco use. To focus on those of greater magnitude, we interpret odds ratios (ORs) greater than 1.2, 
DISCUSSION
This is among the first reports of prevalence of, and factors associated with, tobacco use in a statewide addiction treatment system. Ward et al. 49 reported on current smokers who had received addiction treatment in Tennessee, relating nicotine dependence to demographic, drug use, and mental health characteristics. tobacco use at admission and patient receipt of tobacco cessation medications before and after the tobacco policy was implemented. A 2011 review identified 42 US articles reporting smoking prevalence in addiction treatment samples. 12 By comparison, the current analysis offers population-based tobacco use prevalence for people entering addiction treatment. Similarity between the New York (state) and NSDUH (national) tobacco use rates validates the algorithm used to estimate smoking prevalence in NSDUH data. 12, 45 Comparison of the OASAS data with New York population data confirms that prevalence of tobacco use in addiction treatment populations is 3 to 4 times that in the general population. 12, 45 Higher rates of tobacco-related illness can be expected in addiction treatment populations, and 2 articles have reported higher tobacco-related mortality in addiction treatment populations. 33, 34 Education, 5 employment, 38 and marital status 39 are associated with reduced tobacco use in the addiction treatment population, as they are in the general population. Also as in the general population, smoking prevalence in addiction treatment is higher among Whites and lower among Hispanics, as compared with Blacks. 5 Unexpected was the result that Asians in the OASAS system reported the lowest tobacco use prevalence by race (63.6%) but had the highest adjusted risk of tobacco use (OR = 1.39; 95% CI = 1.30, 1.48). Asians were more inclined (vs Blacks) to have characteristics associated with a lower odds of using tobacco (e.g., educated, married, employed) and less likely to have characteristics associated with higher odds of using tobacco (primary use of English language). Once those variables were controlled for in the analysis, the relationship reversed, and Asians appeared more likely to use tobacco. We discount this adjusted result as an artifact of efforts to control for these differences and because the Asian group represented a small proportion (0.5%) of the study population. The association between English as a primary language and smoking may relate to nativity. Pérez-Stable et al. 50 identified higher levels of smoking among US-born Hispanics than among Hispanics living in the United States but born elsewhere, and a similar pattern has been reported for Asian Americans. 51 English as a primary language has been associated with higher rates of lifetime smoking among Hispanic and Asian American adolescents. 44 The association between mental illness and higher smoking prevalence is consistent with existing literature. 11, 52, 53 Although tobacco use is prevalent among people in addiction treatment 12 and people with mental illness, 54 tobacco use appears to be highest when these problems co-occur. Smoking prevalence appears higher among people with a history of adverse childhood experiences, including living with a substance-abusing parent. 43, 55 Often, however, the influence of having a substance-abusing parent is difficult to isolate because such studies measure the combined risk of several adverse experiences. Primary use of opiates and admission to methadone treatment both predicted tobacco use at admission. This finding is consistent with research reporting higher smoking rates in primary heroin users 56 and among people in methadone maintenance treatment. 12, 57, 58 Numerous studies have observed how the culture of addiction treatment may either support smoking or undermine smoking cessation intervention. 54,59---61 We have found no literature to suggest that the culture of addiction treatment has a differential impact in methadone treatment as compared with other types of treatment, but there may be a biological interaction between nicotine and opiate drugs. The dopaminergic pathway, activated both directly and indirectly by nicotine, 62 is implicated in all drugs of abuse.
Both animal and human models suggest that nicotine acts on the endogenous opioid system, 63 and this system is involved in nicotine tolerance 64 and withdrawal. 65 Activation of the dopamine pathway by nicotine offers a biological underpinning for the high prevalence of tobacco use among people in addiction treatment. That the highest smoking prevalence is found among people in methadone maintenance treatment, however, may reflect synergistic interactions between nicotine and methadone. 66 Limitations include the use of administrative data sets, which are developed for management and reporting purposes rather than for research. The outcome measure of tobacco use changed in 2009 from tobacco use in the past week to frequency of use in the past month. This change corresponds to a small increase in the percentage of use (68.3% before the change to 70.2% after), which is Criminal justice involvement defined as on probation or parole at time of admission.
